For more than a century, the social welfare of working-age Americans depended on their linkages to employers, spouses, or children. Recent changes to the social provision of health care, however, provides a unique opportunity to examine the effects of policy reform on the historically constructed categories linking working-age Americans to social welfare benefits. Taking advantage of this fundamental shift in the country's system of public social provision, I use data from the National Survey on Drug Use and Health (NSDUH) to explore patterns of health insurance coverage from before and after the ACA became active in 2014. The results show that the salience of labor market, marriage, and family attachments as pathways to coverage significantly declined in the first three years following the passage of the ACA. By providing adults with a new route to coverage decoupled from their institutional attachments, the ACA helped to narrow health insurance inequalities across gender, race and ethnicity, and education. Given the strong association between health insurance and health outcomes, the results from this study raise important questions about the centrality of institutional attachments for our knowledge of health inequalities.
INTRODUCTION
For more than a century, the public provision of social benefits in the United States was restricted to only certain groups of citizens (Béland and Waddan 2017). Those deemed deserving of government assistance included veterans, mothers, children, the elderly, and the disabled (Katz 1986 (Katz , 1989 . Because they lacked a unified political consciousness, the broader class of working Americans never mobilized to establish social benefits through the welfare state (Skocpol 1992). Instead, workers organized locally and relied on their employers for the provision of social benefits. In an effort to avoid the public welfare system, workers also aimed to share these private benefits with their spouses and children whenever possible (ibid). Thus, the social welfare of working-age Americans has historically depended on their linkages to employers, spouses, or children.
In the absence of a universal system of welfare, adults who were unemployed, unmarried, and childless were left without social support. Once groups are classified as undeserving by the welfare state, their marginalized positions are rarely challenged (Soss 2005) . Recent changes to the social provision of health care, however, provides a unique opportunity to examine the effects of policy reform on the historically constructed categories linking working-age Americans to social welfare benefits.
Implemented in 2014, the Patient Protection and Affordable Care Act (ACA) established a pathway for adults to access health insurance decoupled from their employers, spouses, and children. Taking advantage of this fundamental shift in the country's system of public social provision, I use data from the National Survey on Drug Use and Health (NSDUH) to explore patterns of health insurance coverage from before and after the ACA became active in 2014. To investigate the extent to which the historically constructed categories linking adults to social welfare benefits are dissolved by the ACA, I first compare whether and how the ACA differentially affects health insurance coverage among adults with and without certain labor market, marriage, and family attachments. Mapping these historically constructed linkages to patterns of durable inequality (Tilly 1998), I then examine the extent to which changes in health insurance varies across sociodemographic groups and test the extent to which the ACA contributes to sociodemographic disparities in coverage. The current political climate, however, casts doubt over the ACA's future. Nonetheless, uncovering how historically constructed categories produce inequalities in health insurance and 4 As women remained excluded from the democratic process, elite and middle-class groups of women formed highly organized political alliances in an effort to promote their domestic and maternal values within national politics during the early 1900s. These reformers successfully launched labor regulations for female workers, pensions for widowed wives and partners, as well as benefits and services for mothers and children. These programs reflected maternalist values and thus reached broader categories of women than would have otherwise been reached if these policies had been oriented more exclusively around wage-earning men (Skocpol 1992).
In stark contrast to other high-income nations, the United States never developed social insurance for workingmen. Unlike their female counterparts, workingmen lacked a unified political consciousness that was required to establish social benefits through the welfare state (Skocpol 1992). Instead, workers organized locally and relied on a private system of welfare benefits regulated through the labor contract. The failure to adopt an inclusive welfare system for all workingmen is considered to be the predominant factor that prevented the United States from expanding the public system of social provision and from evolving into a social democratic welfare state (Skocpol 1992) .
Underlying the lack of mobilization among workingmen was the resistance of White workers to unify with men of color, especially African-American men. Government stakeholders also perpetuated a system of racially biased welfare throughout the history of social policy development. The provision of social benefits to African Americans-especially wage-earning, or, rather, sharecropping, men-was a threat to White supremacy (Quadagno 2005 ).
HEALTH CARE AND HEALTH: A GLOBAL PERSPECTIVE
A key a prominent feature of all advanced industrialized welfare states is the provision of health care (Bambra et al. 2010; Beckfield et al. 2015) . In most of these "rich democracies" 
HEALTH INSURANCE IN THE UNITED STATES
Consistent with the general organization of the welfare state, U.S. healthcare policies traditionally required working-age Americans to access health insurance through their employers, spouses, or children. Access to health insurance in this system is therefore made available predominately through private sources and minimally through public programs. Accordingly, the primary way adults in the U.S. receive health insurance is by purchasing coverage in the private market through an employer-sponsored group plan (Fronstin 2007 (Fronstin , 2012 ).
In 2009, almost half (48%) of the adult population with health insurance received coverage through their own employer-sponsored plans. An additional 28% of insured adults received coverage from employer-sponsored plans as a dependent on the health insurance policy of a family member or a spouse. Together, employer-sponsored plans provided coverage to over 70% of insured adults (CPS 2010). Adults without access to employer-sponsored health insurance are able to purchase individual coverage in the private, "nongroup" market, but this coverage is both more expensive and more difficult to obtain than employer-sponsored coverage (Pauly and Percy 2000) . In 2009, only about 7% of adults were insured this way (CPS 2010).
For individuals unable to obtain private coverage either through an employer or through an individually-purchased plan, access to public programs has historically been limited to only certain qualifying groups (Starr 2013). Non-disabled adults have been mostly prohibited from being covered through public health insurance except for under strict circumstances. Pregnant women and parents with dependent children have been eligible to qualify for Medicaid, but only by meeting very low income requirements-often below half the poverty level ( Immediately prior to the passage of the ACA, over 90% of children under age 18 had some form of health insurance (see also Cohen and Martinez 2012).
---FIGURE 1 ABOUT HERE--- 
DECOUPLING HEALTH INSURANCE FROM HISTORICAL LINKAGES
The introduction of the ACA has fundamentally restructured the availability of health insurance for U.S. adults. Unemployed, unmarried, childless adults-who are U.S. citizens or 
DATA, MEASURES, AND METHODS

Data
In order to investigate the impact of the ACA on routes to and disparities in health insurance coverage, I use data from the National Survey on Drug Use and Health (NSDUH). The NSDUH is a nationally representative survey of the non-institutionalized population in the U.S., This study relies on samples of the adult population drawn from before and after access to health insurance was transformed by the ACA. The ACA mandated several major changes to the U.S. healthcare system, but the reforms related to this research include only the creation of the Health Insurance Marketplace and the Medicaid expansion. These policy changes are considered the most comprehensive reforms of the ACA and were intended to make health insurance accessible for all U.S. citizen adults (Garfield et al. 2014 ).
The ACA was enacted in 2010 and was designed to roll out its reforms on the U.S. between the ages of 18 and 64 (n = 235,826). Results including all respondents are substantively identical to those presented here and are available upon request.
Measures
The outcome of interest is the likelihood of being uninsured, which I measure using a single binary variable that indicates whether a person did (0) or did not (1) To control for the confounding effects of factors related to the outcome of interest, I also account for a battery of sociodemographic traits and health status measures in the analyses.
These covariates include individual measures of gender, race and ethnicity, age, educational attainment, receipt of government assistance, household income, self-rated health (SRH), and the incidence of a chronic health condition. In addition to being included in the set of control variables for the analyses addressing how the ACA influences the relationship between institutional attachment and health insurance coverage, the variables measuring gender, race and ethnicity, and educational attainment are also used to examine the extent to which the ACA's influence on the effects of institutional attachment reduces sociodemographic disparities in coverage among adults. The qualitative descriptions and coding schemes for the sociodemographic traits and health status measures mentioned here, as well as the weighted means of these variables in the pre-and post-ACA study periods are shown in Table 2 .
---TABLE 2 ABOUT HERE---
Methods
I begin my analysis by considering the extent to which labor market, marriage, and family outcomes historically linked to social welfare benefits are dissolved by the ACA. To do so, I leverage the timing of the ACA as a "natural experiment" using a "difference-in- 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 differences" (DID) framework. The basic approach in a DID analysis is to compare the difference in outcomes between a treatment group and a control group at time points before (difference 1) and after (difference 2) a policy intervention. Average changes over time in the outcomes of the control group are then subtracted from average changes over time in the treatment group (difference 2 -difference 1). This double differencing technique removes the effect that could result from permanent differences between the two groups as well as the effect of changes over time in the treatment group unrelated to the intervention, thus substantially reducing the problems associated with omitted variables in cross-sectional analyses (Angrist and Pischke 2008).
In this case, I apply a DID framework to estimate changes in the likelihood of being uninsured among adults without institutional attachments (treatment group) from the pre-to post-ACA study period, relative to changes among adults with institutional attachments (control group). These contrasts are made through a series of multivariate logistic regression models designed to identify the effects of (1) overall institutional attachment, and then separately for attachments to (2) labor market, (3) marriage, and (4) family institutions on health insurance status before and after the introduction of the ACA. Regression models for each measure of institutional attachment are specified as follows: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 where p i represents the dichotomous outcome variable (y = 1 if uninsured, and y = 0 otherwise)
for individual i at time T (T = 1 for the post-ACA study period, T = 0 for the pre-ACA study period). ϒ 1 is the treatment effect, reflecting the average changes over the study period in the attached group's likelihood of being uninsured, subtracted by these changes in the unattached group. X is a vector of the control variables.
The models differ by the measures capturing institutional attachment: I represents overall institutional attachment, while I LM , I Mar , and I Fam measure attachments to labor market, marriage, and family institutions, respectively. As indicated by their unique specifications, the sorting of the treatment (unattached) and control (attached) groups varies across models to account for the particular differences in the pathways connecting adults to health insurance.
Important to note is that the DID approach is only valid if the trends in the outcome between the treatment and control groups are similar in the pre-intervention period. If this assumption is met, then we may reasonably assume that these parallel trends would continue for both groups if the policy had not been implemented. If one group's outcomes is already improving relative to another group before the policy, however, then using a pre-post analysis would lead to the biased conclusion that the policy was associated with better outcomes. Because I found no significant differences between the coverage trends between my designated treatment and control groups, I assume that outcomes in health insurance would have trended similarly for my designated groups in the absence of the policy and will thus move on with my results 3 .
To explore how changes in the relationship between institutional attachment and health insurance coverage varies across sociodemographic groups, I first compare whether and how the ACA differentially affects health insurance coverage for adults across gender, race and ethnicity, and education. I use the logistic regression coefficients from the DID models described in 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 Equations 2, 3, and 4 to estimate the predicted probabilities of being uninsured for the four levels of the interaction terms measuring the joint effects of the ACA and institutional attachment, specified for each combination of gender, race and ethnicity, and education. This procedure allows me to compare the average probability of being uninsured for each group of adults with and without labor market, marriage, and family attachments across all sociodemographic groups.
The estimated values for these probabilities are shown in Table 5 .
I then perform a four-factor decomposition analysis to more closely illustrate the extent to which the ACA's influence on shifts in coverage contributes to sociodemographic disparities in health insurance (Kitagawa 1955 Blacks, and unmarried Blacks. The results from this analysis are displayed in Figure 2 and the corresponding estimates used to produce these findings are provided in Appendix Table B .
RESULTS
The share of adults living in the U.S. without health insurance dramatically declined in the years following the passage of the ACA. Table 3 shows that nearly 1 in 5 adults (19.7%)
were uninsured in the pre-ACA study period. The share of adults without health insurance fell to 13.6% in the period following the implementation of the ACA, signifying a 31% decline in the uninsured rate for the total population of adults in the study sample. Table 4 .
---TABLE 3 ABOUT HERE---Consistent with the descriptive results shown in Table 3 , findings presented in Table 4 show that the ACA significantly reduced the size of the relationship between institutional attachment and health insurance coverage. Table 4 reports the differences in the log odds of being uninsured between adults with and without institutional attachments. The first column reports this difference in the pre-ACA study period, the second column reports this difference in the post-ACA study period, and the third column reports the difference between the differences observed in the pre-and post-ACA study periods (the "differences-in-difference" or, "treatment effect"). Model 1 estimates these differences as they relate to the effect of overall institutional attachment. The results show that the odds of being uninsured were nearly 2.4 times (e .888 ) greater among adults without any institutional attachments than among adults with one or more of the measured attachments to labor market, marriage, and family institutions in the pre-ACA study period. In the post-ACA study period, the odds of being uninsured were 60% (e .462 ) greater among institutionally unattached adults. The ratio of the odds of being uninsured between adults with and without institutional attachments therefore fell by nearly 40% (e -.425 ) from the pre-to post-ACA study period. provide evidence that the odds of being uninsured were greater for adults unattached to marriage and family institutions than for adults with such attachments, and that the uninsured gap between these groups narrowed substantially from the pre-to the post-ACA study period. As shown in Models 3 and 4 (Table 4) , the ACA decreased the effects of attachments to marriage and family institutions on health insurance coverage by 10% (e -.106 ) and 15% (e -.158 ), respectively. Together with the descriptive results reported in Table 3 , the results in Table 4 suggest that changes in the relationship between institutional attachment and health insurance coverage were largest among adults unattached to the labor market.
---TABLE 4 ABOUT HERE---
All sociodemographic groups experienced a significant decline in their risk of being uninsured after the passage of the ACA. The top panel of Table 5 shows that in absolute terms men exhibited greater increases in coverage than women, Latinos witnessed greater increases than other racial and groups, and those with less than a high school diploma experienced greater increases in coverage than those with higher levels of formal schooling. Relative to coverage rates prior to the passage of the ACA, however, women experienced greater gains than men (34.1% decrease compared with 28.3% decrease), Black experienced comparatively large decreases (33.6%), and adults who completed college exhibited the largest increase in coverage of all education groups. Taken together, these results provide evidence suggesting that the passage of the ACA will reduce previously observed sociodemographic disparities in coverage.
The bottom panel of Table 5 shows that the gender gap in insurance declined nearly 5%, racial and ethnic differences in coverage declined roughly one-third, and educational gaps in coverage declined between 16% and 30%.
---TABLE 5 ABOUT HERE---
The passage of the ACA reduced the importance of labor market, marriage, and family attachments for stratifying access to health insurance. Table 6 demonstrates how the ACA impacted sociodemographic groups differently based on inequalities in institutional attachments.
For example, Table 6 shows that the gender gap in insurance coverage declined in relation to all measured institutional attachments. The gender gap in coverage associated with institutional attachment fell by 19.2% in relation to the labor market, and declined similarly, from 36.5% to 38.1%, across marriage and family domains. Taken together, these findings emphasize the centrality of the intersection of gender and the labor market for stratifying access to health insurance coverage. Declines in the gender gap in coverage after the implementation of the ACA highlights men's historical dependence on labor market attachment as a route to coverage and a more diverse set of pathways to coverage for women rooted in the social acceptability of women as dependents and thus worthy of care (Skocpol 1986).
Reductions to racial and ethnic disparities in insurance coverage following the ACA were found in relation to all types of measured institutional connections as well. The declining significance of marriage for stratifying access to health insurance was particularly important for the narrowing of the Black-White gap in coverage. Prior to the passage of the ACA, Blacks Chen 2012).
---TABLE 6 ABOUT HERE---The ACA's expansion of health insurance access decoupled from the labor market substantially reduced disparities in coverage between adults with lower and higher levels of schooling. As shown in Table 6 , education differences in health insurance associated with the labor market fell between 17.1% and 30.0% across comparison groups. The salience of marriage and family attachments for education differences in health insurance coverage also declined following the passage of the ACA. These results emphasize the ways that access to health insurance was more tightly coupled with status markers like high levels of education and the benefits derived from associated institutional attachments prior to the ACA. Observed changes in the relationship between education and health insurance coverage after the passage of the ACA may reduce inequality in access to health care, and health inequalities, in ways that are more comparable to other advanced industrial democratic countries with more generous welfare states Sociodemographic differences in the relationship between health insurance and institutional attachment are produced by inequalities in the group-specific level of coverage among adults with attachments, as well as by inequalities in the group-specific level of coverage among adults without attachments. Figure 2 illustrates how group-specific changes in coverage contribute to health insurance disparities across sociodemographic and institutional categories generated by a two-factor decomposition analysis (Kitagawa 1955; Das Gupta 1993) . The values in Figure 2 signify the percent of the narrowing of the gap in health insurance coverage associated with increased health insurance for each sociodemographic group. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 in the Black-White gap in healthcare coverage is the result of insurance gains of unattached
Blacks. Figure 2 also shows that the smoothing of the education gradient in health insurance is attributable to gains in coverage among those with the lowest levels of formal schooling regardless of institutional attachment. These results highlight the ways that institutional attachment may be a particularly important pathway, or barrier, to health insurance for some groups in comparison with others. Nonetheless, these results reinforce the centrality of institutional attachments for understanding differential access to health insurance in the context of radical changes in health care policy in the United States.
DISCUSSION & CONCLUSION
For more than a century, unemployed, unmarried, and childless adults were excluded from the public provision of social welfare. Exclusion from the welfare state is consequential. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 In doing so, the ACA transformed the relationship between institutional stratification and health insurance access among adults. This study showed that the ACA reduced the association between institutional attachment and health insurance among adults by nearly 40% and decreased the effects of attachments to the labor market, marriage, and family on health insurance coverage by 23%, 10%, and 15%, in that order. For unemployed, unmarried, and childless adults, the probability of being uninsured was cut in half as a result.
Results from this study provides an important snapshot view of the distribution of health insurance coverage among adults in the first three years following the ACA's implementation because the observed changes in health insurance coverage might endure in the years ahead as the uninsured rate of adults is expected to remain stable thereafter (CBO 2018). Even as the current political climate casts uncertainty over the ACA's future, results from this study remain critically important because the ACA builds on, rather than eliminates, the traditional structuring of health insurance. This study emphasized how most health insurance obtained by adults is still closely coupled to the labor market, despite the passage of the ACA. The extent to which adults maintain these attachments in the future, and the future availability of health insurance outside these attachments, however, remains uncertain. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Due to the unequal risks associated with being unemployed, unmarried, and childless, such changes in the patterns of adults with coverage led to significant reductions in the health insurance inequalities between many sociodemographic groups. For example, those between gender, race-ethnic, and education groups all declined. Adults who experienced the greatest benefits from the ACA included men, Blacks and Latinos, and those with lower levels of education (i.e., groups with less than high school and high school levels of education). Though disparities in coverage between sociodemographic groups still exist, there are important theoretical reasons to expect that these findings have significant implications for our future understanding of overall health inequalities.
Scholars across disciplines have long puzzled over whether improvements in health insurance among underserved groups could reduce health disparities in the population (e.g., 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 because expanding the supply of health insurance neglects to change the unequal distribution of its demand, which is shaped by other social, economic, and environmental determinants (e.g., House 2015) . Our existing understanding of health inequalities, however, has been developed in a fundamentally different historical context. Under the previous structuring of the U.S.
healthcare system, health insurance was largely concentrated among adults selected into labor market, marriage, and family institutions, who gained coverage through their institutional
attachments. An individual's health insurance status was therefore "almost always determined by at least some of the same factors that determine health status" (Levy and Meltzer 2008:401) .
This study makes an important contribution to sociological research on health that commonly points to proximate, horizontal mechanisms to explain how different groups experience varying levels of illness and disease by drawing attention to the ways that these social 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 available physicians, inability to get a referral for a provider, and lack of translation services The results from this study therefore suggest that government interventions can reshape the inequality landscape by reducing disparities along institutional attachment lines, which map well on to standard stratification lines, such as gender, race and ethnicity, and education.
Reducing inequalities therefore requires redistribution of the benefits derived from institutional attachment to include unattached individuals, such as those who are unemployed, unmarried, and childless. Interventions that fail to deliver resources to individuals through pathways unrelated to their preexisting institutional positions may otherwise generate unintended consequences. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 FIGURE 2. Decomposition of the changes in health insurance disparities between sociodemographic groups. Note: The stacked bars reflect the share of the change in the between-group gap in health insurance coverage that is attributed to adults across institutional attachment categories. 3 To further test the sensitivity and robustness of my results, I also estimated models using linear probability regression. Important to note is that a drawback of using linear probability modeling with a binary outcome is that it can produce predicted probabilities that lie outside the [0-1]
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